ON THE SYMPTOMS OF CHRONIC OBSTRUCTION OF 
THE COMMON BILE DUCT BY GALLSTONES. 1 

By WILLIAM OSLER, M.D., 
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I'HYSICIAN TO THE JOHNS HOPKINS HOSPITAL. 

S INCE the bile passages have been brought within the 
sphere of surgery, a renewed interest has been taken in 
all symptoms which give us more accurate knowledge of the 
character and situation of lesions in these parts; and I wish 
particularly in this paper to deal with a form of fever met 
with chiefly in chronic obstruction of the common duct by 
gallstones, as it possesses features of the greatest importance 
for diagnostic purposes. The fever I speak of is intermit¬ 
tent in character and the cases present the following group of 
symptoms: 

I. Jaundice of varying intensity, deepening after each 
paroxysm, and which may persist for months or even years. 

2. Ague-like paroxysms characterized by chill, fever and 
sweating, after which the jaundice usually becomes more in¬ 
tense. 

3. At the same time of the paroxysms, pains in the region 
of the liver, with gastric disturbance. 

In a majority of cases this combination of symptoms is, I 
believe, characteristic of the existence of gallstones in the com¬ 
mon duct. 

We meet with rigors, fever and sweats in three conditions of 
the bile passages : 

As an acute and transitory process in ordinary hepatic colic 
associated with the passage of a stone through the duct. 

•A portion of a memoir entitled “Fever of Hepatic Origin, Particularly the Inter¬ 
mittent Pyrexia Associated with Gallstones," published in the Johns Hopkins Hos¬ 
pital Reports, Vol. ii. No. I. 
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-In chronic obstruction of the duct, usually by stone, without 
lesions of the bile passages other than dilatation and catarrhal 
cholangitis. 

In suppurative cholangitis produced by gallstones or other 
causes. 

With the first of these I am not specially concerned, except 
so far as it may help to explain the occurrence of the 
paroxysms in the second group. The distinction between 
the cases of suppurative cholangitis and those of the second 
category shall be considered subsequently, and I shall now 
proceed to speak of intermittent hepatic fever with its associ¬ 
ated symptoms as characteristic of chronic obstruction of the 
duct by gallstones and without suppuration. 

The literature of the subject, though interesting, need not, 
for the purposes of this paper, be discussed at length. Of the 
numerous writers on gallstones during the last century, Soem¬ 
mering 1 appears to be the only one to mention the symptom, 
using the phrase, in speaking of the fever associated with gall¬ 
stones, “et ipsa febris intermittens." 

We owe to French physicians ourknowledge of this valuable 
symptom. Monneret 1 is usually credited with its recognition, 
but the thesis of Magnin 1 and the work of Charcot* present us 
with the first satisfactory studies, from which indeed has been 
derived most of the information on the subject which we find 
scattered through the textbooks and monographs. 

Among German writers the work of Frerichs contains many 
cases, illustrating this symptom of chronic obstruction, but he 
does not appear to lay special stress upon its importance in 
diagnosis. In von Schueppel’s article upon gallstones, in 
Ziemssen’s Cyclopaedia, 1 the remarks are based on the work 
of the French writers. Wagner' has reported interesting cases. 

3 De Concrementis billiariis, 1795. 

3 Pathologie Interne, Tome I. 

3 Paris, 1869. 

4 Lecons sur les Maladies du Foie, 1S77. 

5 Vol. ix. 

6 Deulschrs Archiv. f. kiin. Med., Bd. xxxiv. 
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References to these symptoms occur in the various German 
text-books, but the question does not appear to have received 
the full consideration which its importance demands, and the 
majority of the writers, as Stri'impell, for example, speak of 
the fievre intermittente hepatique as if it were always associated 
with suppuration. 

Among English writers, Murchison, in his work upon the 
liver (third edition), notes the occurrence of rigors in chronic 
obstruction, and in his paper upon conditions causing an inter¬ 
mittent fever, 1 he deals more fully with the general features of 
the affection. Harley, in his work on the liver, does not men¬ 
tion it. Ord refers to it in his paper on some of the rarer 
symptoms produced by gallstone. 3 In the English text-books 
on medicine, it is not often spoken of; even Fagge, whose 
work is such a store-house of clinical facts, has no reference 
to the subject. 

In this country, the question has been discussed by Bartho- 
low, who gives, in Pepper’s System of Medicine, a full sum- 
mar}' of the French observations. In Sajous’ Annual for 1S8S, 
Dr. W. H. Thompson, of New York, refers to intermittent 
hepatic fever as occurring frequently in this country and as 
well recognized by authors; but in a private communication 
he informs me that he had been under a misapprehension, and 
so far as he knows the subject had not been discussed by any 
American writer. Musser, 3 of Philadelphia, has reported 
several interesting cases. 

The following cases have been under my observation : 

Case I.— Jaundice of three years' duration. Repeated attacks 

of chills and freer; choicetuia, death. Gallstones in common 

duct. 

J. H. R., set. 6S years, admitted to the Johns Hopkins Hospital, 
May 25th, 18S9, complaining of jaundice, chills and fever, which had 
lasted on and off lor three years. With the exception of attacks ot 

•Lancet, 1879. 

5 British Medical Journal, 1SS7, 1. 

5 On Paroxysmal Fever, not Malarial, Proceedings of the Philadelphia County 
Medical Society, 1SS4. 
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eczema, he had been a healthy man until three years ago, when his 
present trouble began with dyspepsia and pain in the pit of the stom¬ 
ach. In the first attack there was sharp pain in the epigastrium, followed 
by a chill and vomiting. These recurred very frequently and with 
them he invariably became deeply jaundiced and the stools were putty 
colored. He had been subject to catarrh of the stomach and had 
always been constipated. The attacks of chills and fever had, at times, 
been very severe, and he would sweat heavily after them. On the oc¬ 
casion of his first visit to hospital a violent attack came on while he 
was in the waiting room; he shook as in an ague paroxysm. His wife 
stated that he had rarely passed three weeks without a chill of great 
severity. 

Present condition .—Much emaciation ; skin dry and harsh and of 
an intensely bronze color. It presented many small scabs, the result 
of scratching. The muscles were very flabby. The conjunctivas and 
mucous membrane of the mouth were stained, as were also the nails 
of the fingers and toes. The expression of the face was dull and the 
speech slow. Articulation was impaired from dryness of the mouth. 
Examination of the thoracic organs negative. Pulse 68, small and 
regular. Abdomen was a little distended, somewhat tympanitic, 
everywhere painless. 

The edge of the liver could not be felt. Dullness in mammary lme 
began at the 6th rib and extended 2± inches (6-j-cm.) vertically. The 
most careful palpation could not discover the gall bladder. The 
splenic dullness was slightly increased, but the edge was not palpable. 
The urine was of a deep brownish-red color, acid in reaction, specific 
gravity 1008. It contained a small amount of albumen and a few 
tube casts. Temperature on admission was 98°. His chief com¬ 
plaints were of intense itching of skin and of occasional pains in the 
abdomen. 

On the morning of the 26th he had a chill, in which the temperature 
rose to ioi° and he became delirious, would not answer questions, 
and wanted constantly to get out of bed. The temperature sank to 
about 96° and remained at that point until eleven o’clock when it rose 
to 97 0 . Gradually coma supervened; the pulse rate increased to 160 
and the respiration became very irregular, 30 per minute. He was 
given an active purge and sweated. The coma gradually deepened; 
the temperature rose, reaching towards evening ioi°. He died early 
on the morning of the 27th. 

From his history and the repeated attacks of hepatic intermittent 
fever extending over a period of three years (a period of sufficient 
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length to exclude suppurative cholangitis, abscess, or cancer) I made 
a diagnosis of obstruction of the common duct by gall stones, and 
suggested to him the propriety of an operation. To this he had given 
his consent, and entered the hospital with a view of remaining a week 
to gain strength before submitting to it. 

Post-Mortem , by Dr. Welch. Peritoneum contained 30 cc. of yel¬ 
low serum. 

In thorax the pleural membranes were normal. The pericardium 
contained an excess of fluid. The heart was a little enlarged, weigh¬ 
ing 11A oz. (326+gms.) The segments of the aortic valve were indur¬ 
ated along free and attached margins. On the aortic aspect of one seg¬ 
ment was a fresh, reddish-gray, partially detached, vegetation. The 
remaining two segments had coalesced in consequence of ulceration 
and nearly total disappearance of the septum, in the situation of which 
was an irregularly indurated, ulcerated, slightly elevated ridge, partially 
covered with red-gray fresh vegetation. On the ventricular aspect of 
this fused segment was a vegetation 15x10 mm. Tfie mitral and other 
valves were normal. The heart muscle was flabby and brownish in 
color; on microscopical examination not fatty. 

The lungs were normal. 

The spleen was 15 cm. long and 10 cm. in breadth. Its contents 
were soft and dark red in color. 

The combined weight of the kidneys was about 120Z. (340-fgms.) 
Cortex of average thickness. The strite obscured; organs not firm. 

Pile duct. The orifice of the common duct was dilated and con¬ 
tained a plug of thin, pale yellowish mucus, easily displaced. Upon 
passing a probe into the duct, it entered a sac iJ- cm. from the orifice, 
which corresponded to the dilated ductus communis choledochus. A 
round ulcerated opening 3 mm. in diameter communicated between the 
lumen of the duodenum and the common duct in its course in the in¬ 
testinal wall. A sac resulting from the dilatation of the common duct 
measuring 2\ cm. in diameter was completely filled with gall-stones of 
various sizes, the largest being 2 cm. long by i.l thick; the smallest not 
larger than a pea. All were provided with facets. The walls of the 
dilated common duct were thickened and the surrounding connective 
tissue very dense and immediately adherent to the adjacent parts. The 
gall bladder was shrunken to a small sac 2 cm. in length by 2 cm. in 
breadth. The walls were thickened and it contained a number of gall¬ 
stones around which it had contracted. The cystic and hepatic ducts 
were greatly dilated and contained gallstones; altogether not less than 
twenty could be felt in the duct. Externally they were deep black in 
color. 
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The liver weighed 3 lbs. 11^ oz. (16S6.S gms.); the surface was 
smooth, mottled greenish and pale yellow in color. Outlines of the 
lobules were indistinct. 

On section the bile ducts appeared moderately dilated. The walls 
were thickened and the contents yellowish, viscid, and not purulent. 
The aorta presented several small atheromatous ulcers. 

Case II .—History of previous attacks of gallstone colic. For 
eight months recurring attacks of pain with ague-like parox¬ 
ysms and intensification of the jaundice. Passage of the gall¬ 
stone. Recovery . 

N. K., set. 30 years, a daik, slightly built woman, was admitted to 
the Montreal General Hospital, November 17, 1879, She had been 
healthy with the exception of occasional attacks of indigestion. Four 
years before she had several attacks of cramps in the abdomen. In 
the middle of September, 1S79, they recurred after a wetting. At this 
time she had vomiting, and the attacks were of such severity that mor¬ 
phia was given hypodermically. Two days after the onset she became 
deeply jaundiced, the attacks of pain recurred, and the vomiting be¬ 
came very troublesome, but in about two weeks she was able to go to 
her home, where she remained until November 17. When admitted 
she was deeply jaundiced, the tongue was furred, she had nausea and 
looked feeble. She remained in hospital during the winter, and I found 
her in Warn 23 when I went on duty. During a residence of five and 
one-half months in hospital her chief symptoms had been: first, jaun¬ 
dice, varying greatly in intensity, sometimes almost disappearing, but 
recurring again in a few days; second, ague-like paroxysms—chills, 
fever and sweating—accompanied by severe abdominal pains, coming 
on at intervals of from three to ten days: third, great impairment of 
appetite, dyspepsia, frequent vomiting, especially about the time of the 
paroxysms; fourth, great tenderness in the epigastrium, most marked 
over the right costal border. 

After an interval of a week or ten days—during which the jaundice 
would diminish, the bile almost entirely disappear from the urine, the 
faeces become slightly bile-tinged, the appetite improve, and the patient 
would sit up—the paroxysm would come on, either with a slight chill, 
not more perhaps than transitory feeling of cold; at others it would be 
a severe rigor, in which she would shake as if in an ague-fit. This cold 
stage .lasted from fifteen minutes to three or four hours and was followed 
by great heat of the skin and burning fever, which after continuing for 
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an hour or two would be followed by a profuse perspiration. The tern- 
perature, was usually normal, or even sub-normal, would rise in the at¬ 
tacks, reaching io2°-io 4 0 , subsiding quickly after the paroxysm, and 
sometimes sinking to 97 0 . The fever rarely persisted for an entire day. 
Among the concomitant symptoms of these attacks, vomiting with se¬ 
vere gastric pain were the most common. The pain which usually gave 
indication of onset resembled that of hepatic colic, being epigastric, 
and radiating to a point beneath her right shoulder blade. It was 
scarcely ever as agonizing as the pain of ordinary biliary colic but was 
often severe enough to require morphia. Before and after the attacks 
the epigastrium was very tender, so much so that she would even com¬ 
plain of the weight of the bed clothes. Vomiting was a marked feature, 
and usually accompanied the paroxysm. The bowels were moved 
every day, sometimes two or three motions The color of the freces 
depended on the intensity of the jaundice—light color when the skin 
was deeply tinted; brownish when the color of the skin was less in¬ 
tense. 

For a long time the motions were filtered in the hope of finding gall¬ 
stones Invariably after an attack the jaundice deepened, and we could 
generally tell by her appearance alone whether she had had one. The 
urine also at this time became deeply bile-tinged. In the intervals the 
pain subsided, and the nausea and vomiting became less troublesome, 
but for days she could not take anything but a little biscuit and milk. 
She usually remained in bed, but during a long interval she would get 
up and go about the ward. Itching of the skin was occasionally a dis¬ 
tressing symptom. 

In April I made the following notes: 

‘•.Moderate jaundice; nothing special to be seen on inspection of the 
abdomen; on palpation decided tenderness in the epigastric region, 
most marked towards the right costal border; no fullness or increased 
resistance; limit of dullness extends in nipple line from upper border of 
6th rib to within half an inch (1.3 cm.) of the margin of the rib; splenic 
dullness 2.V inches (6.3 cm.); heart and lungs normal; urine bile-tinged, 
specific gravity 1020, no albumen; enormous dark, granular, bile- 
stained casts, some containing epithelial cells; fasces clay-colored, soft 
and a little offensive; no fever.” 

Towards the end of April she left the hospital and went to her home 
at St. Johns, where she was attended by Dr. Robert Howard, who 
treated her for gallstones, giving large doses of bicarbonate of potash. 
She had several paroxysms of pain with fever, and the jaundice con¬ 
tinued. On June 3, she passed per anum a large round gallstone. 
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which Dr. Howard kindly sent to me. It weighed 60 grams (3.9 gms.) 
and measured a little over 1 cm. in diameter. She improved very rap¬ 
idly after this, the jaundice disappeared, and she recovered her usual 
health and strength. 

Case III. —-Jaundice of varying intensity through a period of three 

years, with recurring attacks of pain and intermittent fever. 
Recovery. 

November 9, iSSo, I was asked to see Mrs. S., tet. 55 years, a well- 
nourished woman, wife of a florist. She had always been healthy and 
had borne five children. Had been accustomed to work in the garden 
and in the greenhouses. Her illness began July, 1879, and her physi¬ 
cian, Dr. Simpson, gave me the following particulars cf the onset and 
development of the disease. 

“In July, 1S79, Mrs. S. consulted me at her house for a mild attack 
of 1 1 hich she ascribed to having seen a disgusting object 
which emitted a most offensive odor, causing her to feel sick at her 
stomach. When a young girl she had an attack of jaundice following 
a fright. On August 14, I saw her again; the jaundice had deepened 
and she complained of a dull pain in the region of the liver and general 
distress. She remained in this state until the morning of the 6th, when 
she was seized with a severe chill and intense pain below the ribs on 
the right side, extending into the epigastrium and to the right shoulder. 
It was increased by pressure and motion, the breathing was hurried 
and the anxiety of the patient most distressing. A chill of about two 
bouts was followed by high fever, then copious sweating, which stained 
the sheets a deep yellow color. The liver was distinctly enlarged. The 
pain gradually abated but the tenderness persisted for several days. 
All the essential phenomena of jaundice were present. She remained 
under my care until January, and during this time she had a paroxysm 
every two or three weeks, varying somewhat in intensity and duration. 
The pain became less and less. The chill, fever and sweating were in¬ 
variably present after each attack, and the jaundice deepened. Itch¬ 
ing of the skin was a most distressing symptom, preventing sleep and 
rendering life almost unendurable. For days at a time the stools were 
strained, but without finding gallstones. The enlargement of the liver 
disappeared.” 

During the early part of the year the attacks continued, but during 
the summer, under homoeopathic treatment, the jaundice almost disap¬ 
peared, and for many weeks she had not a paroxysm. When first I 
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saw her she was intensely jaundiced and suffered with the most terrible 
itching of the skin which I have ever witnessed. Warm alkaline baths 
were ordered with great benefit. One night after a bath she became 
quite incoherent. On examination her condition was as follows: well- 
nourished, somewhat stout woman; thick layer of panniculus over the 
abdomen. She says, however, that she has lost flesh during the last 
year. The skin has a deep greenish-yellow tint, and is covered with 
scratches; edge of the liver could not be felt, no tumor evident below 
the right costal border; she winces when firm pressure is made between 
the navel and costal margin; area of liver dullness somewhat dimin¬ 
ished and the organ is not tender to firm pressure; the splenic dullness 
is increased, 7 inches in vertical diameter (17 8 cm.); heart and lungs 
normal; tongue red and indented with the teeth; bowels irregular; 
stools clay-colored and offensive; urine very dark colored and contained 
much bile pigment; temperature, 9S.4 0 ; appetite poor, can only take soft 
food. Within a few days the itching disappeared, excepting on the palms 
of the hands and the soles of the feet. These parts had always been the 
most troublesome, and the pads at the bases of the fingers were much 
swollen and tender. By the 15th she was very much better. The jaun¬ 
dice had begun to disappear, but at noon on the 16th she had a very 
severe paroxysm, the chill lasting nearly two hours, and there was no 
vomiting with this attack and no special abdominal pain; no change 
noticed in the hepatic region. 

From this time until Christmas day she had seven severe attacks, 
varying in intensity, five of which followed each other on Fridays. The 
rigors were most intense in violence, shaking the bed and causing the 
room to vibrate. Temperature reached from 103° to 104°. The jaun¬ 
dice intensified after each attack. 

After Christmas she improved very much; jaundice almost entirely 
disappeared and she was able to get up and go about the house. On 
two occasions she had severe headache and great depression, followed 
by copious sweating. The palms of the hand continued very tender. 
A troublesome symptom was the profuse sweating about the waist, suf¬ 
ficient to saturate the under-linen and render it necessary to wear cloths 
about her. The urine became clear, the faeces contained bile; the liver 
showed no special alteration. The tenderness on the right side of the 
epigastrium persisted. During the spring of 1SS1 the daily amount of 
the urea was estimated during a period of three weeks, but there 
was no special diminution during the paroxysm. 

I lost sight of Mrs. S. after the spring of 1SS1, when she wa- still 
considerably jaundiced and had paroxysms at prolonged intervals. 
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On the 7th of July, 1SS2, she came to see me and stated that her 
condition had remained unchanged; the paroxysms still recurred at in¬ 
tervals, but she once passed six weeks without one. In May of this 
year, she had them worse than ever, and to use her own expression, 
•‘she was dead of them.*’ After August, 1SS2, the jaundice disappeared 
and she now looks in perfect health. 

Dr. F. G. Finley, of Montreal, recently (Oct., 18SS) made inquiries 
for me about this patient and writes that she continues well and has 
had no return of the pain or of the jaundice. 

Case IV.— Repeated attacks of biliary colic. For three months 

jaundice with repeated paroxysms , chills, fever and sweats. 

Operation. Death. Gallstone in common duct. 

Mrs. S., mt. 51 years, patient of Dr. Boiling, of Chestnut Hill. Seen 
March 2, 1S87. 

She had been a healthy woman, but since 1S62 had several attacks 
of biliary colic, on one occasion with jaundice. Since Christmas she 
had pain in the upper part of the abdomen, and very severe jaundice, 
which has gradually deepened. The urine has been intensely bile- 
tinged and the freces colored. For two weeks she had been worse and 
confined to bed. A special feature had been chills, recurring daily, 
followed by fever rising to 103° and 104°, and then copious sweating. 
The chills were most severe and the fever most pungent. The stools 
had been carefully examined for gallstones, but without result. The pa¬ 
tient was a well-built, well-nourished woman, with intense icterus; 
tongue coated and dry; pulse 120, small and feeble; no fever; abdomen 
large; fat abundant; liver dullness not increased. On palpation, noth¬ 
ing to be detected along the costal border in the right hypochondrium; 
towards the epigastrium great tenderness and distinct sense of in¬ 
creased resistance. A most careful examination failed to reveal the 
presence of enlargement of the gall bladder. The history of the previ¬ 
ous attacks, the persistency of the piesent one, and the recurrence of 
intermittent fever pointed clearly to obstruction of the ducts, probably 
by gallstones. The question of surgical interference was raised, and 
possible obstruction by malignant disease at the head of the pancreas 
was also debated. 

March 3. The patient was seen at 2 p. m. by Drs. Agnew, J. W. 
White and Bolling. The condition was worse. The patient was weaker; 
tongue very dry; abdomen distended; diffuse tenderness, and in the 
epigastrium extreme sensitiveness to pressure. 
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Dr. Agnew made an incision between six and seven inches (16 cm.) 
in length, the outer edge meeting the rectus muscle. When the peri¬ 
toneal cavity was opened a bile-tinged, slightly turbid fluid escaped. 
The liver looked very dark, and a conical, pointed gall-bladder pro¬ 
jected beyond the edge not more than one inch (2.5 cm.) from the sur¬ 
face, the liver being slightly atrophied above it. On lifting the liver 
the bladder was seen to be enormously dilated, and by aspiration 185 
(531 gms.) of dark bile were removed. There were no gallstones in it, 
but a stone was felt low down in the common duct and pushed back 
into the gall bladder and removed. The head of the* pancreas seemed 
hard and indurated but not enlarged. The patient sank and died 
twelve hours after the operation. No autopsy was allowed. 


Case V .—Jaundice of two and a half years duration. Recurring 

attacks of intermittent fever, with pain. Operation. Death. 

Gallstone in the common duct. 

A. 15 ., a woman a;t. 40 years,was in the Philadelphia Hospital, Septem¬ 
ber, 1SS7, when I took charge of the wards. She had been under my 
care previously, in the spring of 1SS7. when I was on duty for Mr. 
Tyson. This had been her third or fourth admission within two years 
with attacks of pain in the region of the liver, and chills, fever and 
heavy sweats. My colleagues had on two occasions brought her blood 
to me for examination, the existence of malaria having been suspected. 
Once certainly, possibly twice, her liver was aspirated, the recurring 
chills having aroused a suspicion of abscess. 

The patient was a medium-sized, fairly well-nourished woman. She 
had lived a hard life and had had specific disease. Attacks similar to 
those from which she at present suffered, came on about two years 
ago and she had not been entirely free from them for a period of three 
months, nor does she think that she had in this time ever passed two 
months without a slight tinge of jaundice. When first seen she was 
up and about the ward and showed only the slightest lemon-tint of the 
skin and of the conjunctive. The urine was a little high-colored. 
The stools contained bile. On examination the liver appeared to be 
enlarged. In the mammary line, the right lobe extended four fingers’ 
breadth below the costal margin; in the median line a distinct irregu¬ 
larity in outline could be made out. The gall-bladder could not be 
felt. Palpation was not painful. Early in October, she had an at¬ 
tack of violent pain with vomiting and a moderately severe rigor, after 
which tfye temperature rose to nearly 104°, and she sweated profusely 
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the entire paroxysms lasting over twelve hours. The next day she 
was distinctly jaundiced, free from fever, the tongue heavily coated 
and the stomach extremely irritable. The urine was very dark, con¬ 
taining bile-pigment and the stools were light colored. The liver did 
not seem to be larger, but it was sensitive to pressure. The gall blad¬ 
der could not be felt. 

In three or four days the gastric symptoms passed away and she 
was able to sit up. The jaundice deepened distinctly for three or four 
days and then gradually lightened. 

The case was made a subject of almost daily demonstration in the 
ward-class, and I confidently predicted a return of the paroxysms. 
Throughout the winter she had four or five, each similar to the one 
just described, varying somewhat, however, in intensity. 

I had made up my mind Irom the length of time which the woman 
had suffered and from the character of the attacks that the case 
was one of obstruction of the common duct by gallstone; and early 
in February I asked Dr. White to see her in consultation. The pa¬ 
tient consented to an operation, and Dr. White made a free abdom¬ 
inal incision along the line of the costal cartilages. There was exten¬ 
sive perihepatitis with puckering of the edges of the liver, due to the 
cicatrization of old gummata. The gall-bladder was not enlarged; 
there was a great deal of fibroid matting of the tissues in the gastro- 
hepatic omentum. No gallstone could be felt in the gall-bladder, nor 
in the duct. The patient came out well from under the influence of 
ether; had no shock, and six hours afterward her temperature and pulse 
were normal. The following day there was a rise of temperature and 
she died on the third day after the operation. 

I had been so confident, from the history' of the case, that it was one 
of obstruction by gallstones, that I was naturally chagrined at the neg¬ 
ative result of the operation. The friends removed the body at once 
to Jenkintown, but I was fortunately able to secure an autopsy, when 
the following condition was found: 

Perihepatitis with deep puckering, owing to the cicatrization of old 
gummata. The liver was not enlarged; the apparent increase in size, 
during life, was due to the tilting forward of the convex surface of tiie 
organ. There was recent acute peritonitis, confined to the region 
above the transverse colon. The liver, stomach and duodenum were 
removed together for dissection. On slitting open the duodenum, a 
bilC-tinged mucus was seen oozing from the papilla. Projecting into 
the duodenum and covered by the mucosa only was a gallstone, the 
size of a marble. It lay entirely within the bowel, quite close ^o the 
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narrow orifice of the duct, through which it could be seen after the re¬ 
moval of the mucus. The stone could not be moved up or down, 
though it had slight play in the dilated pouch at the termination of 
the duct. The common duct and its main branches were dilated, the 
former about the size of the index finger. The contents of the duct 
was a bile-stained mucoid fluid. The cystic duct was wide. The 
gall-bladder was a little enlarged, but did not contain any stones. The 
terminal bile-ducts were not dilated. The other organs presented no 
special change. 

Case VI .—Jaundice of varying intensity from July , iSSy, until 

August, iSSS. Repeated paroxysms of intermittent fever. Death. 

A. B., :et. 70, physician. Family history good; has enjoyed excel¬ 
lent health with the exception of an attack of nervous prostration in 
1S63. Some years after he got stout and was unable to take proper 
exercise. He never had a strong digestion and always had to be care¬ 
ful in his diet. He was in his usual health until July, 1SS7, when he 
had an attack of jaundice, coming on with severe pain, evidently bil¬ 
iary colic. The jaundice gradually disappeared, but returned in five 
or six weeks with pains of the same character. The second attack 
did not last so long, but in December he had a third attack, again as¬ 
sociated with pain in the upper portion of the abdomen. Since then 
he has not been free from the jaundice, which has, however, varied 
greatly in intensity. About Christmas he had a severe chill, followed 
by fever and sweats. At intervals of about ten days the paroxysms 
have returned, and after each one the jaundice deepened. On March 
to, when I saw the patient with Dr. Murray Cheston, his condition was 
as follows; Stout, well-nourished old man; deeply jaundiced; pulse 92, 
feeble; no fever; skin moist; complained of much itching; tongue 
coated; abdomen large; panniculus thick; omental fat excessive. On 
palpation, the edge of the liver not to be felt; dulness diminished, not 
more than three fingers’ breadth in the middle line, and two and one- 
half inches (6.35 cm) in the nipple line; no tenderness on deep¬ 
est pressure over the pancreas. The patient was bright mentally. 
No vomiting had occurred throughout the illness, but there had been 
attacks of nausea; bowels constipated; stools of the consistency and 
color of putty. They have not been dark and normal in appearance 
for months. Urine scanty, deeply bile-tinged. 

The night before I saw him he had a very severe chill, lasting one 
and one-half hours, which was followed by a burning fever and profuse 
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sweating. He was much prostrated by the attack, and 
in the morning, as was usual after an attack, the jaundice had 
deepened and intensified. He was not emaciated, though he said that 
he had lost flesh, particularly in the limbs, during the past three 
months. I saw him at intervals of a few weeks for several months. 
Throughout April he had no chills and was comparatively comfortable, 
and the jaundice begaD to lighten. In May he had several very’ se¬ 
vere paroxysms, in which the temperature reached io3°-io 4°. After 
each one the color became more intensified, and the urine became 
darker. With some of the chills he had severe abdominal pains, but 
with others he complained only of a sensation of epigastric distress. 
Throughout the summer the chills and fever persisted at irregular in¬ 
tervals. In August the jaundice deepened and he died comatose. No 
autopsy. 

Case VII.— Jaundice , with attacks of colic of ten (?) years' du¬ 
ration. Under observation for three years .with repeated at¬ 
tacks of intermittent fever , always associated with an increase 
in the jaundice. 

A. B., zet. 46, single, domestic by occupation, was admitted to the 
i hiladelphia Hospital with fever and jaundice. 

There was nothing special in the family history. Ten years ago she 
had the first attack of jaundice, which came on with pain in the abdo¬ 
men, particularly on the right side. She was in bed for two weeks. 
From that date until the present the skin has never been of the normal 
color, though for weeks the jaundice would be extremely light. During 
this period she has had repeated attacks of pain in the region of the 
liver, usually accompanied w ith vomiting and diarrhoea. In one of 
these “spells,” as she calls them, she was admitted to hospital. She 
states that for the past ten years she has had on an average three or 
four of these attacks a year, always associated with chills and fever and 
with sweats. She has had also what she terms “burning spells,” in 
which she would get very' hot but would not sweat. 

Inspection. Patient not emaciated. There is a thick layer of fat 
over the abdomen; the face is fairly plump; she is deeply jaundiced, 
color of dark, olive-yellow, not the light soft tint of recent icterus. The 
conjunctivze are deeply stained. The skin is dry f and harsh. There is 
no eruption, only a few scratches on the back. She complains of in¬ 
tolerable itching. Temperature was 103° on admission, but fell to the 
normal; pulse too. 1'he abdomen is symmetrical, the upper zone not 



CHRONIC OBSTRUCTION OF THE BILE DUCT. 


175 


especially enlarged. On palpation it was soft, non-resistent and pain¬ 
less until the epigastric and right hypochondriac regions were reached, 
which on pressure were extremely tender. The edge of the liver can 
be feit just.below the costal margin. The gall bladder is not palpable. 

Percussion in mid-sternal line shows not more than two inches (5 
cm.) of liver dulness; in nipple line about three inches (7.6 cm.). 

The spl een is not palpable. There are three inches of vertical dul¬ 
ness in the axillary line. 

She has had several movements of the bowels since admission; the 
faices are soft and of a grayish-brown color. The urine is high-col¬ 
ored and contains bile-pigment, no albumen. 

This patient was under my care on three separate occasions during 
three years. Each time she was admitted with fever and great pain in 
the epigastric region, with vomiting and diarrhcea. These attacks 
usually set in with a heavy chill. The jaundice would gradually get a 
little lighter, but never completely disappeared. The stools were never 
quite clay-colored. I urged her repeatedly to submit to an operation, 
but she would never consent. Twice she was made the subject of a 
clinic illustrating a form of hepatic intermittent fever, due in all proba¬ 
bility to chronic obstruction by gallstones. 

Case VIII .—Jaundice often months' duration , 7 i nth recurring 

chills and fever. Recovery. 

Agnes S., xt. 23 years, was admitted to the maternity wards of the 
Philadelphia Hospital in January, 18S6. Her labor was normal and 
the convalescence uninterrupted. Two months after confinement, she 
fell across a chair and injured herself severely, causing a profuse haem¬ 
orrhage, said to have been uterine Three days after the accident she 
had nausea and vomiting, and in the course of a week jaundice de¬ 
veloped. When admitted to the medical ward, she was slightly yellow 
and complained of pain in the epigastrium and of back-ache. The 
bowels were constipated and the stools of a clay color; they were fre¬ 
quently examined for gallstones, but none were found. A few weeks 
after the onset of the jaundice—the exact date is not stated in the 
notes—she began to have febrile attacks, preceded by a chill and fol¬ 
lowed by profuse sweating. These attacks recurred at irregular inter¬ 
vals. I saw her first in August, in the obstetrical department, and it 
was then thought that she had either malaria or abscess of the liver, 
She was repeatedly made the subject of ward-class demonstration as 
an instance of true hepatic intermittent fever, probably depending upon 
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gallstones obstructing the common duct. Examination of the liver 
was negative; the edge could be distinctly felt. The gall-bladder did 
not seem to be enlarged. There were three inches (7.6 cm.) of 
vertical liver dullness in the nipple line and the same in the mid-sternal 
line. The spleen was not palpable. Throughout August, she had 
four severe chills; after each one the jaundice deepened and each was 
accompanied by nausea, vomiting and a good deal of pain. In Sep¬ 
tember the paroxysms were less frequent, but she had two distinct 
rigors, on the 3d and on the 13th. On the 23th, the temperature rose 
to nearly 102°, and she had, for ten days, an irregular intermittent fever. 
On the 2d, 3d and 4th, there were chills, and she had become at this time 
more intensely jaundiced than at any period since her admission. She 
improved between the 5th and the 15th, and the jaundice got lighter. 
On the latter date she had a heavy chill. Chills recurred on the 22d, 
26th and the 28th. In the first twelve days of November she had six 
rigors; the jaundice again became deeper. After this date she im¬ 
proved very much and through the latter part ot November and the 
early part of December, she was remarkably well and presented only 
a light lemon tint. She had two or three slight chills, each lollowedby 
an increase in the jaundice. On the 27th and 28th, the paroxysms re¬ 
curred and she again became jaundiced. After January 1st, the color 
became lighter, and by the 18th, when she went out, the jaundice 
had almost disappeared, I saw her again more than three months 
afterwards and the jaundice had completely disappeared and she had 
no recurrence of the attacks. 

Of these eight cases, six were women. Two died after op¬ 
eration; two died from the effects of the long continued jaun¬ 
dice ; three recovered after the persistence of the condition 
for from eight months to three years, and one passed from ob - 
servation. 

In analysing the symptoms associated with these paroxysms, 
we have 

First: Jaundice .—This was present in every instance and 
may be said to have been constant, though varying very 
greatly in its intensity. It will have been noticed that in 
every one of the cases the statement occurs that after the 
paroxysm the jaundice invariably deepened. I do not remem¬ 
ber ever to have seen a well-marked paroxysm, with intense 
rigor and high fever, in which this peculiarity did not occur. 
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The patients soon learned to recognize it and to expect, as a 
matter of course, an intensification of the jaundice. With this, 
the amount of bile-pigment increased in the urine and the 
stools became more clay-colored. After persisting for a week 
or ten days, the tint would become lighter until, as in Cases 
II and VIII, the skin would become, inethe intervals, almost 
normal. The urine, too, would be lighter in color and the 
stools contain bile. In certain of the cases, I, III and VII, 
the jaundice for months together was of the most intense 
grade. 

It is possible that cases of intermittent pyrexia may occur 
without jaundice, owing to chronic obstruction of a main duct 
in the liver. I have not met with such a case, but Magnin' re¬ 
fers to one under Charcot's care. 

Second: Fever .— This, in well-developed paroxysms, begins 
with a sharp rigor. I have rarely seen in intermittent fever 
chills of greater severity. In Case III, in particular, the large, 
stout woman would, during the rigor, shake the entire room 
and cause the small, wooden house in which she lived to 
vibrate. It may be represented, however, only by a sensation 
of cold, a creeping chill, in contra-distinction to a shaking one. 
The fever rises suddenly, and may reach from 103° to 105°. 
At first dry and pungent, the skin gradually becomes moist, 
and usually within from two to five hours of the commence¬ 
ment of the rigor the patient is bathed in perspiration. The 
entire duration of the fever is from six to twelve hours; rarely 
does it persist for an entire day. Defervescence takes place 
rap'dly when the sweating begins. Although the rule is for 
the paroxysms to present the usual stages, as here described, 
there were in each of the cases lesser attacks, often of fever alone 
or of fever with sweating. Slight rises of temperature without 
chills also occurred. Sweating was occasionally seen without 
the fever. In Case III, in particular, local and general sweat¬ 
ing was much complained of. The paroxysms occur at irreg¬ 
ular intervals, but I have seen them recur daily for a week or 
ten days. They may present a tertian or a quartan type, and 


‘Luc. cit. 



1/3 


WILLIAM OSLER. 


in such cases the diagnosis of ordinary ague may be made. In 
Case III, the paroxysms recurred for weeks on Friday. 

Third : Pain of some sort is as a rule present. It may, but 
certainly does not always, precede the rigor. In some cases 
it is not at all a striking feature, and the most intense 
paroxysms may be quite painless or only accompanied by a 
sense of gastric distress. It may have all the characteristics 
of genuine hepatic colic, agonizing, griping pain in the liver- 
region, with the associated symptoms, feeble pulse and clammy 
skin. In several of the cases the pain was not at all a distress¬ 
ing symptom. 

Fourth: Gastric disturbances .—Vomiting often precedes or 
accompanies the attacks, and frequently before its onset the 
patient complains of loss of appetite or nausea ; the tongue be¬ 
comes furred, and it seemed very often as if a gastric catarrh 
really initiated the paroxysm. 

The condition of the patients in the intervals between the 
attacks is a point of considerable importance. They are often 
well enough to resume their work, or in the case of women, to 
do light household duties. There is not progressive deteriora¬ 
tion of health and strength, such as we meet in malignant dis¬ 
ease. With the exception of Case I, who had been ill .three 
years, the patients were all well nourished, some of them fat; 
even Case VII, who had been jaundiced, she said, for ten 
years, and who to my knowledge had been so for three years, 
had a very fair layer of panniculus. 

Regnard 1 found in one case that the excretion of urea was 
diminished during the attack. Only in Case III was a careful 
study of the urea made during the attacks, but no special 
diminution was found. 

Diagnosis .—The significance of hepatic intermittent fever 
cannot be appreciated without taking into account the associ¬ 
ated group of symptoms, and when these are present it points 
clearly to obstruction of the common duct by calculus. The 
condition of the bile-passages in these cases is one of catarrhal, 
not suppurative, cholangitis. 

Chronic obstruction of the bile-duct, either by stenosis or 
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by gall-stones, may persist for months without inducing this 
intermittent pyrexia, as illustrated by the following cases : 
Gallstones in the common duct. Chronic jaundice. No fever. 

A man, xt. 77 years, was admitted to Dr. Curtin’s ward in the Phil¬ 
adelphia Hospital, suffering with jaundice. He was a weaver by trade 
and a moderate drinker. He had jaundice on two previous occasions, 
and had been in the out-ward for several months, having been jaun¬ 
diced for nearly a year. Careful inquiry from the attendants, and from 
the man who occupied the next bed, failed to elicit any history of chills 
or sweating. When admitted to the hospital he had profuse diarrhoea; 
the abdomen was distended, and evidently there was fluid in the peri¬ 
toneum; he was extremely feeble; the stools were gray and the urine 
high-colored and contained bile pigment. He died on the fifth day 
after his admission. 

I made a dissection with Dr. Atlee, and the following conditions 
were found: Deeply jaundiced; moderate ascites; liver small, surface 
granular; gall-bladder slightly distended, projecting one inch (2.5cm ) 
beyond the liver margin; the common, hepatic and cystic ducts were 
greatly dilated. When the duodenum was opened, a nodular body 
projected beneath the mucous membrane above the bile papilla. This 
could be felt as a hard body within the head of the pancreas, and was 
at first thought to be a cancerous mass. A probe was passed through 
into the orifice of the duct, and on squeezing above the pancreas a 
bile-stained mucus flowed irom the orifice. The nodular mass proved 
to be a gallstone the size of a cherry firmly impacted into the ampulla 
of Vater. It could neither be pushed into the common duct nor into 
the duodenum. A second stone the size of an olive was free in the 
duct, in which it could be moved up and down. The common duct 
admitted the index finger, and its main branches in the liver admitted 
the little finger. The gall-bladder was moderately dilated; contained 
no stones; the cystic duct was free. The bladder and ducts contained 
a bile-stained mucus. The liver presented the appearance of ordinary 
cirrhosis. The kidneys were swollen and bile stained. 

That stenosis of the common duct may persist for months, 
or years, without inducing chills and fever, is illustrated by the 
following case: 

Stenosis of the common duct. Jaundice of fourteen months' duration. 

No fever. 

Hannah C., ret. 35 years, admitted to the Montreal General Hospi- 
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tal, September 25th, 1SS0, with obstructive jaundice of two months’ 
duration. The attack had followed diarrhoea, and had come on with¬ 
out any pain. She remained under observation for nearly a year. The 
skin was of olive-green color; the stools clav-colored; the urine dark 
greenish brown; the liver appeared greatly enlarged, the dulness in the 
middle line extending four inches (10.2 cm.) from the xiphoid cartilage, 
four and one-half (11.5cm.) inches from the sixth interspace, and four 
inches (10.2 cm.) from the seventh interspace in axillary line. She had 
frequent severe headaches and occasional attacks of pain, associated 
usually with vomiting. 

The temperature record, which extended over the entire period of 
her stay, occasionally showed an elevation of two or three degrees, but 
she never had chills. The liver increased in size, and on May 21, the 
note was as follows : 

“The liver has gradually enlarged until it now fills a large part of the 
abdomen, extending in the middle line below the navel and in the 
flank nearly to the crest of the ilium.*’ She died in August, 1SS1. of 
gradual asthenia. 

Autopsy .—There was moderate emaciation. The liver was enlarged 
but not so much as was expected, owing to its vertical position. The 
surface was smooth and of a deep olive-green color. The common 
bile-duct was pervious to a small probe, but the first inch and one half 
from the orifice it was extremely narrow, the wall darkly pigmented 
and the lining membrane rough Above this part the duct was greatly 
dilated and the walls thickened. The gall bladder was moderately dis¬ 
tended; the walls were hypertrophied, and the lining membrane rough 
and shaggy. It contained three small stones. The hepatic duct and 
the branches in the liver of the first, second and third dimensions 
were enormously distended, forming elongated sacculi. The duct 
passing to the right lobe admitted three fingers with the thumb be¬ 
tween them. The lining membrane of the dilated passages was 
smooth, not ulcerated, not thickened. The dilatation was confined 
entirely to the branches above named, the terminal branches being 
little, if at all, affected. There were no dilated ducts to be seen be¬ 
neath the capsule. The contents of the duct and the gall bladder 
consisted of clear mucoid fluid. The tissue of the liver was smooth 
and the acini well marked. There were no cirrhotic changes 

These instances show that it is not the obstruction alone 
which induces the intermittent fever; there must be some¬ 
thing superadded, probably the ferment-producing agents, the 
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micro-organisms, which, as we shall see, have been found in two 
cases. 

From a practical standpoint suppurative cholangitis is the 
only affection from which gallstones with hepatic intermittent 
fever is to be differentiated. The post-mortem examination in 
Cases I and V, and numerous observations which I have found 
in the literature, show conclusively that the intermittent 
pyrexia in these long-standing cases is not necessarily associ¬ 
ated with suppuration in the ducts. But, unfortunately, sup¬ 
purative cholangitis is most frequently caused by blocking of 
the common duct with a stone; and it is important to deter¬ 
mine in a given case the onset of suppuration. In deciding 
this, stress may be laid upon the following points:—(l) in¬ 
creased, tenderness in the hepatic region with possibly en¬ 
largement of the gall-bladder, as this is a more common event 
in suppurative cholangitis than in simple obstruction of the 
duct; (2) the more frequent return of the paroxysms, and in 
some instances the irregularly remittent character of the fever; 
(3) the jaundice is not so intense in suppurative cholangitis, 
and we do not see the remarkable deepening in color after the 
paroxysms ; and (4) the general condition of the patient in the 
intervals is very different in the two conditions. When suppu¬ 
ration exists there are rarely the prolonged periods of apyrexia, 
the freedom from distress and the general betterment which 
we see in cases of simple gallstone obstruction. 

There may be, however, the greatest difficulty in deciding, 
and, after all, in the question of treatment it does not make 
much difference. I recently dissected a specimen of cholan¬ 
gitis brought to me by my friend Dr. Laine, of Media, Pa., 
which was removed from a woman, ;et. 76 years, who had had, 
from June until September, chills, fever and sweating, recur¬ 
ring at irregular intervals, either daily, or every third, fourth or 
seventh day. The liver was tender; no tumor could be felt; 
the symptoms were evidently pytemic, and there was inflam¬ 
mation of the right parotid gland. The chills recurred more 
frequently, and the temperature is altogether more irregulai 
than in any case of ordinary hepatic intermittent fever which 
I have seen. The autopsy showed an abscess of the gall blad- 
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der with sinuses. The cystic duct was blocked firmly with a 
calculus, and another the size of a cherry lay loose in the com¬ 
mon duct, not interrupting the passage of the bile. There 
were two septic abscesses in the lower lobe of the left lung, 
and there was fresh endocarditis cf the aortic valves. 

In the chronic obstruction which results from the compres¬ 
sion of a cancerous mass either in the head of the pancreas or 
secondary in the lymph glands, there are occasionally rigors, 
due to catarrhal or suppurative cholangitis, but the sequence 
of the symptoms would, I think, enable one to decide between 
this condition and gallstones. The varying intensity ol the 
jaundice and the comparatively easy state of the patient in the 
intervals between the paroxysms are features which I have not 
met with, nor seen referred to, in the obstruction by malignant 
growths. 

When the fact is recognized that the lodgment of gallstone 
in the common duct may be associated with pyrexia of inter¬ 
mittent type, a confusion of these cases with malaria is not 
likely to occur. The mistake is, however, very commonly 
made, and in at least five of the cases here reported the pa¬ 
tients were supposed to have chronic paludism, for which they 
had taken quinine in large doses. The error is a pardonable 
one when the patient is seen in the interval between two par¬ 
oxysms, with very slight jaundice and perhaps not more than 
the lemon-tint of skin seen in chronic malaria. The history 
of repeated chills is very likely to mislead, and it may require 
a careful study before the diagnosis can be established. The 
negative condition of the blood in these cases may be very 
suggestive, as in Cases V and VII, in which the absence of 
Laveran’s organisms led to a revision of the diagnosis. 

I have no knowledge of the cases referred to by certain 
writers, in which a calculus in the duct arouses latent malarial 
influences, and the paroxysm thus results from the combina¬ 
tion of the two factors. 

Pathology .—The pathology of hepatic intermittent fever is 
obscure. Two views have been advanced. Charcot believes 
that it is due to the production of a ferment in the bile pas¬ 
sages, the absorption of which into the blood excites the feb- 
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rile paroxysms. A certain measure of support is lent to this 
view by the discovery in the ducts in a case of cholangitis, by 
Netter and Martha, 1 of a bacillus similar to one of the intesti¬ 
nal organisms. 

It is not only in suppurative cholangitis that organisms oc¬ 
cur, since in Case I, in which the bile-ducts, as stated, con¬ 
tained a yellowish viscid, non-purulent material, Dr. Abbott 
discovered a short pointed bacillus which did not, in cultures 
of general characters, appear to correspond with the one de¬ 
scribed by Netter and Martha. 

The occurrence of endocarditis, as noted by these authors, 
is also extremely suggestive of the action of micro-organisms, 
and the identity of the organisms in the ducts and those on 
the heart valves was established by Netter and Martha. Alto¬ 
gether the view of Charcot is one which commends itself most 
strongly to my mind. 

On the other hand, Murchison inclines to the belief that the 
febrile paroxysms are due to the simple irritation of the stone, 
not to a septicatmia. To this view, Ord subscribes, 3 stating 
that the paroxysm of fever is “due to local irritation of the 
mucous membrane propagated to the central nervous system 
and resulting in pyrexia, mostly in persons apt to take on feb- 
rility, and particularly in persons who have previously had in¬ 
termittent fever.” 

It was lludd, I think, who drew the analogy between hepatic 
and urethral fever, but the analogy to which he referred is 
rather between the rigor in recent cases of renal and hepatic 
colic and in the so-called catheter fever. There is, however, a 
renal intermittent fever, closely analogous to the hepatic form. 
It may occur, first, in tubercular pyelitis; second, in calculus 
pyelitis; and third, in rare instances of stone in the pelvis, 
without chronic suppurative pyelitis. The cases in the last 
category present a curious analogy to hepatic intermittent 
fever, due to gallstones, and without suppurative cholangitis. 
There are intense rigors, the temperature rising to 104° and 
105°, witlvgreat pain in the renal region and distinct changes 

’Archives tie l’hysiologie, lSS6. 
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in the character of the urine. In a case of the kind which I 
had an opportunity of studying for several months, the par¬ 
oxysms recurred at intervals of a few weeks; in each one the 
urine became somewhat turbid but not purulent. No enlarge¬ 
ment of the kidney' could be detected, but there was decided 
sensitiveness in the left renal region. In the intervals of the 
attacks, the patient was perfectly well and the urine became 
clear. 

In all of these cases the obstruction is not complete, as 
shown by the presence of bile in the stools for long periods at 
a time. The association of the chills and fever with intensifi¬ 
cation of the jaundice must be more than accidental. The 
two must be correlated in some way, in all probability’ through 
a transient impaction of the stone in the duct. Such a condi¬ 
tion might induce the chill, either through reflex irritation as 
held by Murchison, or by preventing the escape from the bile 
passages of toxic ingredients—ferments produced by' the ac¬ 
tion of micro-organisms—which are absorbed in the blood in¬ 
stead of escaping freely into the bowel. The impaction is 
probably’ overcome by' a gradual increase in the vis a tcrgo un¬ 
til the duct is stretched to a point which permits the calculus 
to fall back into a wider portion. The pressure may reach 
such a grade that the stone is forced out, as happened in Case 
II, and very likely’ in the other cases in which recovery' fol¬ 
lowed. 

I have emphasized sufficiently the important diagnostic in¬ 
dications afforded by the hepatic intermittent fever, and a 
careful attention to the group of symiptoms presented should 
enable us to determine whether, in a given case, gallstones 
alone are present, or whether suppuration has supervened, and 
the important question remains as to the prognosis and the 
treatment in these cases. 

Prognosis .—I have been fortunate in the cases which I have 
seen, as three of them recovered; one after a persistence of the 
symptoms for three years. Judging from the rarity' with which 
recovery is mentioned in the literature, such cases must be 
deemed exceptional. The great majority of them follow the 
course which is sketched in the history’ of Cases I and VI, 
death resulting from exhaustion or chola:mia. 
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Treatment .—The remarkable success which has recently been 
obtained by surgeons, indicates clearly the line of treatment 
which should be followed, and although the results of opening 
the common duct have not been so favorable as in cholecys- 
totomy, yet they are sufficiently hopeful to warrant the at¬ 
tempt in every case, either to push the stone into the duode¬ 
num, to crush or to extract it. 

Of medicinal agents I have not found any of the slightest 
value, either in preventing the onset of the paroxysm or caus¬ 
ing the solution or propulsion of the stone. Certain of the 
cases were drenched with olive oil, and most of them had taken 
soda salts and mineral waters. Many, perhaps all, of them 
had taken quinine in large doses, but it is quite ineffectual, 
either to control or to prevent the paroxysms. 

I have dealt thus at length with this special symptom, or 
rather symptom-group, so characteristic of obstruction of the 
common duct by gallstones, as I believe a wider recognition of 
its importance may be the means of saving valuable lives by 
timely surgical interference. 

Conclusions. 

i. Chronic obstruction of the common bile-duct is often ac¬ 
companied by an intermittent pyrexia, associated with a symp¬ 
tom-group of the greatest diagnostic importance. 

1. This pyrexia is not usually the result of suppuration, as 
has been supposed, but occurs with a catarrhal cholangitis. 

3. That it arises from the absorption of a ferment, produced 
in the ducts, is rendered highly probable by the discovery of 
micro-organisms, both in the catarrhal (Case I) and in the sup¬ 
purative cholangitis (Netter and Martha). 

4. While recovery may follow, even after months (Cases II 
and VIII), or even years (Case III), a fatal event is only too 
common. 

5. A recognition of the importance of this intermittent 
pyrexia and its associated symptom-group, as diagnostic of 
obstruction of the common duct by gallstones, should, in the 
present condition of hepatic surgery, lead to more frequent 
operative interference in these cases. 



